health resources to population is enormous, quite aside from the need for qualitative improvements.
2. Aging. The phenomenon of aging in the population is quite obviously of equal impact. While the general population has doubled in the first half of this century, the number of persons over 65 years of age has quadrupled. By 1980, an estimated 10 per cent of the national population will fall in this age bracket, as life expectancy at birth continues to rise and death compared in Figure 1 . The implications are sobering in terms of the burden of illness and disability, the requirements for health service and the resulting costs.
3. Urbanization. A third factor of significance is the constant and rapid trend toward urbanization, or-more precisely-suburbanization. During the past decade, farm population continued its previous fall, the rural nonfarm segment remained fairly steady, while the proportion that is urban and peri-urban has doubled in size-accounting for almost all of the vast general population increase. While the best health resources do exist in urban areas, this trend brings into increasing prominence the problems of stress, smog, slums and other by-products of city life. The shift of upper income families out of the city proper into suburban areas raises pressing new questions regarding decentralization of personal services and adequate support of central public programs.
4. Mobility. Ours is, additionally, a highly mobile society, with almost one-fifth of all families changing their place of residence annually. Such population mobility has direct implications for the effective design of medical care services and for the continuous coverage of health plan members.
SOCIO-ECONOMIC FACTORS 1. Incomse. The classical studies of the American medical care scene have consistently revealed the direct relationship between economic status and health problems. Income trends, therefore, demand central focus in any medical care analysis. The over-all pattern is one of obvious improvement in standard of living, but with serious underestimation of the persisting problems of low income and of the diluting effect of rising consumer prices.
Analyses by the Census Bureau indicate that one in every five United
States families still made less than $2,500 in 1960. Over half of all families earned below the $4,800 level usually used by economists as the minimum necessary for a decent standard of living. The highest 20 per cent of families receive almost half of the national income, with the lowest fifth getting only 5 per cent-a relationship that has not changed during the prosperous years since 1944.' More money, however, has become available to most Americans and far more is being spent for health care. The problems in this category are now essentially those of rational use of the money and better assistance to the truly underprivileged.
2. Education. With respect to education, important advances have been made during the post-war years. While higher education is still attained by a relatively small proportion of Americans (less than 8 per cent complete four years of college), rates for all levels of schooling are rising-with complex implications for the effect upon health planning of an increasingly informed, aware and articulate public. Thus, the number of secondary school graduates increased by 38 per cent, and the number of persons who Heart disease 2.
Arthritis and rheumatism 3.
Mental and nervous disorders 4.
High blood pressure (without heart involvement) 5.
Impairment of back or spine 6.
Impairment of vision 7.
Asthma or hay fever 8.
Paralysis In sum, the demographic and social trends present new burdens, but, with them, new resources and new challenges. Equally essential to an understanding of future patterns in health service are the concomitant changes occurring in the patterns of disease and medical care.
1. Mortality and morbidity. The trends toward aging, urbanization, and industrialization have contributed to marked changes in morbidity and mortality in the United States.' Falling death rates reflect declines in fatalities from acute infectious diseases, particularly those of early life, while the toll of the chronic and disabling conditions of adult years grows proportionately more heavy. This is dramatically reflected in the changing order of leading causes of death. The ranking killers of 1900-pneumonia and tuberculosis-are far out-distanced by the cardiovascular and neoplastic problems of later life which now dominate the mortality tables. Similar trends are noted in sickness and disability rates. The pattern is one of steady decline in the relative amount of acute illness, in contrast to the increasingly prominent burden of such chronic disorders as heart disease, arthritis and mental disease. Table 1 indicates the rank order of the major causes of limitation of activity in the United States, as revealed in the 1960 National Health Survey. All such data underscore the primary need in health service planning-that of gearing services and training programs to the long-term disorders rather than solely to brief, acute illness or injury.
2. Technological advances. Explosive progress in scientific research and technological development further alters the picture. The application of radio-isotopes, auto-analyzers, pump-oxygenators, image amplifiers, enzyme inactivators, hormone synthetics, oral vaccines, internal cardiac pace-makers, artificial kidneys-to dart erratically over the frontiers of medical progressrequires sweeping revisions in the design and cost and staffing of health service systems.
3. Medical practice. Inexorably, the patterns of medical practice also change. Two major trends are discernible: one toward increasing specialization and the other toward more grouping of personnel and sharing of facilities. As shown in Figure 2 , the ratio of generalists to specialists has just about reversed in the past two decades, with almost two-thirds of all practicing physicians now in the latter category. While the role played by voluntary health insurance is enlarging it remains a relatively small part of the total expenditure pattern.
Considering non-public medical care expenditures only, the percentage of disposable personal income rose from 4.1 in 1951 to 5.8 in 1961. This represents an average per capita outlay for 1961 of $117, of which $80 is direct expenditure and $37 the costs of health insurance. The distribution of total funds among the categories of hospital care, physicians' services, dental care and drugs has not grossly changed-although all trends are upward.' Unfortunately, not all of these rising expenditures represent more service to patients. Medical care costs continue to increase, although only hospital rates have exceeded the rise in other cost-of-living items. During the past decade, the over-all consumer price index increased by 13 points, the index for all medical care by 34 points, and the "hospital daily service charge" component by 57 points. 17 Population expansion, inflation and waste also account for some of the increment. More and better health service is only a part of the impressive numbers of "new" medical care dollars.
2. Prepayment plan coverage. Similarly, the number of persons covered by prepayment plans continues to grow, although the rate of increase has been declining in recent years.' About 75 per cent of the population now has some form of health insurance, with hospital-surgical plans account-ing for most of the coverage. Yet, less than 5 per cent of the population has access to comprehensive benefits under prepayment.
The distribution of prepayment dollars among the various types of plans has not materially changed during the past decade, although there are significant regional differences. Commercial companies continue to attract somewhat more than half of the premiums, with Blue Cross and Blue Shield plans accounting for about 42 per cent and various independent programs for the small remainder.' Due to the rapid increase in commercial and "Blue" plan enrollment, the independent programs-which include the group practice centers-have actually lost relative ground. As indicated in Table 3 , their proportion of all premiums was 8.8 per cent in 1948 and 6.6 per cent in 1961, even though total premium dollars for this group rose from $76 million to $441 million during these years. Of the 516 independent plans studied by the Social Security Administration in 1961, some 28 per cent were of the group practice type.' The majority of all such prepayment programs are financed under employer-employee or union arrangements.
All Clearly, too, the shifts in population call for concomitant redistribution of available resources. While the actual gains in the last decade have been impressive, the relative needs continue to be disturbing. For example, the ratios of practicing physicians, dentists and general hospital beds to population have shown no significant change in recent years, despite expansions in professional education and a booming hospital 10 .,0TAL Problems of supply and distribution of resources, it would seem, cannot be easily solved by expansion efforts alone; more efficient methods of utilizing existing personnel and facilities must be found.
A second implication of the social and scientific changes here outlined is that the prevailing structure of health service and prepaid benefits still reflects the patterns and models of a bygone day. The major need is for services geared to long-term health supervision, for teamed personnel trained in the continuous care of chronic disorders, for facilities designed for such services and such personnel. Yet, insurance benefits seldom encom- pass care in home and office or continued supervision in nursing and domiciliary institutions. The scope of service rarely includes the newer knowledge of prevention, health maintenance and rehabilitation-despite optimistic use of terms such as "major medical" or "comprehensive" benefits. Dental care, psychiatric service, provision of drugs, medical social service can-but infrequently do-come under the insurance umbrella. The current prepayment "benefits" are still limited essentially to acute disorders, usually surgical in type. Notable exceptions to this pattern are the prepayment plans providing direct services through group practice arrangements. Over 90 per cent of enrollees of these programs (some 150 in number, with about 4 million members) are covered for care in home and office as well as in hospital.' Table 5 The increase in total population enrolled under the various forms of health insurance is to be evaluated in light of these variations in scope of benefits. But the over-all coverage figures also obscure other significant problems. Current enrollment is essentially a phenomenon of the collective bargaining and employment process, with about three-quarters of all prepayment plan members enrolled through their place of employment. Those covered are essentially the urban, industrially employed, young, middleincome groupings. Those excluded are the aging, rural, unemployed, disabled, low-income groups-representing the greatest need. For example, about three-fourths of those under 65 years of age have some health insurance coverage, while less than half of those over 65 are in present voluntary plans. Similarly, almost twice the proportion of persons in the upper third of income are covered as are those in the lowest third.'
The falling rate of growth indicates that the limits of easy enrollment of voluntary plan members may have been reached. The challenge is that of devising new methods of providing protection to these high priority population groups.
UTILIZATION OF SERVICES
The imprint of these changes in population, in disease patterns and in prepayment arrangements can be read in the utilization statistics provided by recent studies.
1. Physicians' services. Rates of utilization of physicians' services in the general population have changed little during the last two decades, except where prepayment has diminished some of the barriers. The Public Health Service has recently summarized a number of studies which reconfirm the classical pattern of greater receipt of services with increasing income, higher educational levels and urban residence.' A 1961 analysis of different prepayment plans showed higher rates of physicians' visits in those insurance plans with more prepaid coverage for home and office care.' Both surveys suggest that the extra dollars in pocket or in prepaid benefits are used to obtain more preventive and specialized medical services.
2. Hospital utilization. Hospitalization data, in contrast, reflect a steady upward trend in over-all utilization, for all population groups, although the falling length of stay cushions the over-all impact. The rising rates of admission and over-all hospital use are presented in Table 6 .
As detailed so well by Roemer and Shain, a variety of patient, hospital and physician factors influence rates of admission and length of stay.' That utilization should increase with more available dollars and more hospital insurance is not surprising. That it should vary directly with the number of available beds and inversely with the number of local practitioners is, however, a startling finding in this analysis.
Studies by Densen and others indicate that, in prepayment plans, hospitalization rates are significantly lower in group practice plans than in fee-for-service, solo practice plans-even when benefits are equally broad.`" The full explanation of differential admission rates under various types of prepayment plans, with differing modes of organization of medical care, has yet to be clarified. Age is, of course, another powerful factor: while over-all hospital days per 1,000 population have increased 44 per cent since 1935, there has been a 163 per cent rise in the 65 years and over bracket. ' Rising rates of utilization of medical and hospital services do not necessarily reflect more effective meeting of community needs. The relative weight of waste and inefficiency as against needed service and improved standards of care in these data is difficult to determine. The real need for hospital beds in the population will not be evident until economic barriers are fully removed, adequate out-of-hospital services made widely available, and careful professional controls instituted.
COSTS OF MEDICAL CARE
Each year, more dollars are spent on medical care, a higher share of personal income is involved, more tax and insurance money is made available. At the same time, prices continue to rise, the purchasing power of the dollar falls, waste and duplication of services also increase. The advancing frontiers of medicine and the growth and aging of the population require ever-expanding financial support of medical care services.
While much has been achieved in recent years, the final answers to the problems of medical economics have not yet been found. A linear expansion of new dollars is, quite obviously, neither possible nor desirable. One suspects that the limits of allocation of national resources to the health field might soon be reached-particularly in competition with the demands of military programs. Most needed, therefore, is attention to more efficient methods of using the funds already available for medical care. This requires careful identification of areas of waste and inefficiency on the one hand, and recognition of effective and economical patterns on the other.
Recent studies conducted by Columbia University in New York State provide solid evidence of both waste and inefficiency."m'm The former has been identified with unaccredited hospitals (especially proprietary institutions), poorly qualified physicians, unbalanced health insurance benefit schedules, abuses of the drug market and inadequate supervision of standards of service. (Examples of contrasting efficiency and quality in medical care are considered below). A disturbing aspect of existing prepayment plans is the amount of outof-pocket costs still facing insured patients. Despite fairly broad prepayment benefits, for example, 83 per cent of a sample of teamsters reported outof-pocket expenses averaging $91 for hospitalization and $177 for physicians' care.* At the same time, wasteful practices by both physicians and patients were reported in one-fifth of cases. A parallel study of machinists indicated similar extra costs and unwise expenditures, but showed that they were greater in the fee-for-service insurance-type plans than in the group practice-direct care system.'
QUALITY OF MEDICAL SERVICE
The preceding analysis has been essentially quantitative; certainly, adequacy of resources and finances is the foundation of any good system of medical care. But the picture is incomplete without some reference to the kind, as well as the amount, of medical care received.
Control of the quality of medical care involves essentially four factors: high standards for participation of personnel and facilities, careful organization of services, continuous professional supervision of standards, and proper motivation on the part of all concerned in the provision of patientcare. Much progress has been made during the past two decades on the part of responsible public and quasi-public standard-setting bodies-such as the Public Health Service, Joint Commission on Hospital Accreditation, and the American Medical Association Council on Medical Education and Hospitals. Again, however, a number of detailed studies have revealed the gaps that remain between the best of medical knowledge and its application to the general population.
A relatively small proportion of United States hospitals attain high standards of accreditation, although the American Hospital Association reports that an increasing proportion of admissions are to the better hospitals.' Still, Trussell has found that 33 per cent of a New York sample of patients covered by health insurance were hospitalized in substandard hospitals and 40 per cent were attended by unqualified physicians.' The recent Michigan studies indicate that some 16 per cent of admissions showed evidence of inappropriate use of the hospital.' Reports from Peterson,' Kohl,' Lembcke" as well as the author's studies,"'" all document the need for improved quality controls in medical care programs.
In general, inadequate attention is paid to qualification of physicians and hospitals or to control of standards of service by most voluntary prepayment plans and by many public programs. Notable exceptions are the Veterans Administration Medical Department, the Crippled Childrens Services of some State Health Departments, and those voluntary group health center-prepayment plans which give conscious emphasis to the methods of quality control possible under group practice arrangements. For the most part, however, the emphasis in the American scene has been on quantity rather than quality. The primary task of the future is to correct this differential.'
CONSIDERATIONS FOR THE FUTURE
The foregoing analysis has stressed some of the factors determining need and demand for medical care services in the United States. Obviously, the objective needs and the conscious demands of the public will directly influence the pattern of future health service. But these are not the only determinants. There is also a role to be played by those who study, administer and provide service in the health field. The factor of professional direction to social policy-based upon research and experience-can be a decisive one.
The most important emphasis for future development is in the rational organization of existing resources and the careful protection of high standards of service. The nation is sorely pressed to provide personnel, facilities and funds enough to niatch the growth in population alone; any qualitative advances must be derived from improved efficiency. Here, too, the experience of the past decade suggests the best path to the future.
ORGANIZATION OF PERSONNEL
The expanding technology of medicine, the need for better coordination of complex medical resources, the economies possible in rational organization, and the potential for improved standards of professional work-all tend toward the increasing development of cooperating teams of health personnel. This means, particularly, the further development of group medical practice, hospital-based. When care is taken to design such groups with a core of personal physicians, supported by the various specialists and assisted by the full array of auxiliary health personnel, the potential for high quality can be achieved. In this way, too, the dilemmas of the isolated family doctor and the competitive specialist may be effectively resolved.
Experience with many of the existing prepaid group practice plans has shown how much more service benefits can be provided for the same premium costs as those now paid into the limited fee-for-service insurance plans. (Tables 4 and 5 reflect these disparities.) The opportunities exist under group practice arrangements for more satisfying professional life for the staff, and for more direct representation in policy-making by the members. The efficiency of the group health center makes possible (although by no means automatically!) the inclusion of carefully organized dental, psychiatric, rehabilitative, drug and other components of the truly comprehensive health service."
ORGANIZATION OF FACILITIES
Similar considerations apply to the future of hospital care. Changes in disease patterns and medical science, demands by the public for economy and efficiency, hopes for improvement in standards, and favorable experience with pilot projects-all press toward better methods of organization of hospital services.
"Externally," better organization means regional coordination of large and small hospitals within an urban-rural service area, with a two-way flow of patients, specimens, personnel and consultants. The success of the Bingham and Rochester projects, the experience with State Hill-Burton planning councils, the affiliation of teaching medical centers with outlying community hospitals-have all given impetus and direction to this logical next step in coordination."
A related trend is that toward the affiliation of nursing homes and other long-term care facilities with community general hospitals. This concept includes also the idea of the affiliated psychiatric center-involving both in-patient, day care and ambulatory services. Again, both need and experience lead toward the further coordination of special care facilities with the general hospital.'7 "Internally," improved organization of facilities requires the wider application of the newer techniques of so-called "progressive patient care" with increasing development of facilities that reflect the needs of the patient rather than those of the staff.'8 Since the early trials at the Manchester (Connecticut) Hospital, the concepts of intensive, intermediary and selfcare have been developed in a growing proportion of hospitals. In 1961, for example, 13 per cent of short-term non-Federal hospitals and 28 per cent of long-term institutions had Intensive Care Units in operation.'
ORGANIZATION OF SERVICES
As health personnel function more and more in team fashion and various physical facilities achieve more rational inter-relationship, the values of specially organized health services also become clear. An increasingly popular trend in this category is that of hospital-based home care, where the coordinated services of the hospital can be extended to carefullyselected patients transferred from an intramural to a domiciliary status. A number of such projects have followed the initial good results at Montefiore and the New York City hospitals. In 1961, some 16 per cent of longterm hospitals had home care programs, as against 3 per cent of short-term hospitals.' The future extension of this experience seems certain.
All such efforts at appropriate care of the patient-early care in the office, self-care in the hospital, custodial care in the nursing home, care of the patient in his own home-can, in sum, significantly reduce the seemingly endless need for hospital beds.
Newer and less well known in the medical care scene is the concept of "health maintenance service" whereby a number of inter-related preventive, educational, social service and rehabilitative techniques are coordinated for application to the family group. Again, the pilot program at Montefiore Hospital is leading to new demonstrations in other centers.'
ORGANIZATION OF FINANCES
The impressive accomplishments of the health insurance method and of the special governmental health programs over the past few decades have amply demonstrated the advantages of group rather than individual financing for personal medical care. The present challenge stems from the still-unmet needs of that third of the population with no prepayment protection, from the limited scope of current prepayment plan benefits, from the disorganized pattern of thousands of separate voluntary and public programs, and from the rising costs of wasteful and poorly designed plans. The trend is clearly toward community-wide, state and national financing, with increasing dependence upon public funds and social insurance for special-need groups-such as the aged, the migrant, the needy and the disabled. Of equal importance is that the services be comprehensive in scope, and this requires those features of organization here stressed.
COORDINATION OF COMMUNITY HEALTH ACTIVITIES
In the related fields of local public health and social welfare services, parallel efforts at coordination are under trial in an increasing number of communities. Amalgamation of visiting nurse, school health and public health programs is now well tested. Consolidation of local welfare and social service programs is underway in widely scattered communities throughout the country. Stemming now from the various experiences of public health, medical care and hospital programs is the new concept of the community health service center -wherein related local health and welfare activities can be coordinated. This controversial idea-now under intensive study by the American Public Health Association-represents in many ways the synthesis of each of the organizational patterns here described. While it is not now high on the United States agenda, increasing experimentation with this wholly rational concept is to be anticipated.
The generalization which emerges most clearly from such a set of trend lines is that of the increasingly central role of the general community hospital. With new patterns of service within its walls, adjacent to its facilities, extending from it into neighborhoods and individual homes-the hospital becomes ever more clearly identified as the natural and logical community health center.
SUMMARY AND CONCLUSIONS 1. Trends in the financing and organization of medical care are analyzed in the perspective of demographic, socio-economic and medical changes over the past two decades.
2. Population growth, aging, urbanization and mobility impose severe strains upon existing health resources. Economic and educational barriers to needed care persist, although there is steady growth in purchasing power and more effective demand for adequate health services.
3. Patterns of morbidity and mortality change concomitantly. Longterm disorders of adult life now dominate the picture and require new emphases in medical care. 4. Medical technology advances explosively, and patterns of medical practice respond. Major trends are toward institutionalization and specialization of all health personnel.
5. Total expenditures for personal health service continue to increase, as do tax fund appropriations and voluntary insurance premiums for medical care. Despite rapid program growth, however, over-all benefits and coverage remain incomplete, and rising costs plus program waste consume much of the available money.
6. Supply and distribution of health resources lag behind the need, despite continuing efforts in training and construction. Utilization of available personnel and facilities reflects the changing age and economic status of the population and the degree to which needed services are made purchasable and accessible.
7. Attention to the financing of medical care generally exceeds interest in its quality, but new approaches to the control of standards of service are under trial. Too frequently, poor quality of care in prepaid plans limits the effectiveness of the benefits provided.
8. The primary need in current medical care planning is increasingly recognized to be that of rational organization of available resources. Discernible trends include group medical practice, regional coordination of hospital and related facilities, and special arrangements for health maintenance within the hospital and in the home.
9. Gaps in the present structure of financing of medical care lead to growing pressure for public support of voluntary prepayment systems and for more extensive application of tax funds and social insurance mechanisms. The trend is toward wider coverage of the population and a broader scope of benefits, as the base of financial support is strengthened.
10. The present multiplicity of health agencies and programs creates the need for functional coordination and joint planning at every level. A provocative new concept in this context is that of the "community health service center." Increasingly, the general hospital is cast, by the trends of the time, in this new and challenging role.
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